VERIFICATION OF SOCIAL SECURITY BENEFITS

To: (Name & Address) Date

Phone#

Fax #
Applicant/Participant Name: Socia Security #

Theindividud named directly aboveis an applicant/tenant of the Federal Housing Tax Credit Program.
Federa regulations require that we must verify incomein order that the anticipated grossincome for the
next twelve months may be caculated. Theinformation provided will remain confidentid to satisfaction of
that stated purpose only. Y our prompt responseis crucia and would be greetly appreciated.

Sincerdy,
Project Owner/Management Agent

RETURN THISFORM TO:

For Social Security Administration Use Only

The person named above is receiving benfits through this office ONo [OYes (Ifyesplesse
provide the information below)

Social Security Benefits: Supplemental Security benefits:
Initial Date of Assigtance: Initial Date of Assigtance:

Socid Security #: Socid Security #:

Clam# Clam#

Pleaseindicate CURRENT grossamount received and the effective date of the current amount:

Retirement: O No [ Yes Amount$ Eff. Date: OldAges O No OYes Amount$ Eff. Date
Disability: ONo OYes Amount $ Eff. Date: Disability: O No O Yes Amount$ Eff. Date:
Widow(er): O No O Yes Amount $ Eff. Date: Blind: O No OYes Amount$ Eff. Date:
Child(ren)t: O No O Yes Amount $ Eff. Date: Dis. Minor: O No [ Yes Amount$ Eff. Dae
Other benefits Amount $ Eff. Date
GROSSAMOUNT $ GROSSAMOUNT $
LessMedical Premium $ LessMedicd Premium $
NET AMOUNT $ NET AMOUNT $
Signature: Date:
Nameltitle (please print): Telephone #:
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